In 1978, the Cardiology Committee of the Royal College of Physicians of London, through one of us (J F Goodwin, its then chairman), expressed concern at the number of senior registrars in the specialty who had become time expired without achieving consultant appointments. The DHSS also drew attention to an apparently inappropriate ratio between the number of training posts and consultant posts in cardiology.
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The facts for England and Wales were not sufficiently well established at that time for recommendations to be made to correct any possible imbalance. While recognising the need for prompt action, the committee believed that its first task was the collection of reliable data on the career prospects for those in the training grades. There were manifold difficulties preventing easy access to the necessary information. First, some consultants practising cardiology virtually exclusively were, for historical reasons, listed in regional and DHSS returns as general physicians. Secondly, physicians with an interest in cardiology varied widely in training, expertise in the specialty, and time that they were able to devote to it; no firm criteria had been set for defining posts with a major interest which called for special training Finally, the data for each individual region, by that time thought to be accurate, were submitted under confidential cover to one cardiologist in that region for final scrutiny and checking. In the earlier inquiry, we sought information which would be correct for 1 July 1979 , but this was subsequently amended to 1 July 1980.
The proforma which were sent to districts also requested information on lecturers and senior registrars, in established posts and in research posts, and in general medicine and in cardiology, provided that they aspired to permanent posts in the specialty. This information was also checked on an individual basis.
The paediatric cardiologists identified consultants and senior registrars within their sub-specialty.
A summary of the data collected in this way is and more sophisticated electrophysiology is unusual, even in the major centres. Cardiology was once properly the province of the general physician, and many patients with heart disease can still be managed well by physicians with only general training in the specialty. But if the potential benefits of modern cardiology and cardiac surgery are to be widely available, more specialised expertise must be provided at district level, both for investigation and treatment locally and for the selection of patients for referral to regional centres.
We have at present a paradox: there is a pressing need for more physicians with a major interest in cardiology, yet at the same time there is a considerable excess of senior registrars in the specialty, compared with the number of posts which will be available in the next 10 years. Many senior registrars are time-expired, and many more will face the frustration of being unable to find a suitable post despite having all the necessary qualifications. Retraining in another subspecialty at senior registrar level is very difficult to organise, wasteful in economic terms, disastrous to the individual, and nonsensical when the rejected expertise is needed by the community.
In the present economic climate we appreciate the difficulties of expansion of the specialty in major centres, though this is a necessary aim. 4 (2) specialised interest (4) Greater Glasgow 6 (2) 9 (1) 1 5 Lothians (including Edinburgh) 5 (1) figure. 15 health regions. 
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